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 W0000This visit was for the fundamental annual 

recertification and state licensure survey.

Dates of Survey: 8/1/12, 8/2/12 and 

8/10/12

Facility number: 000926

Provider number: 15G412

AIMS number: 100244470

Surveyor:

Keith Briner, Medical Surveyor 

III/QMRP

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality review completed August 20, 

2012 by Dotty Walton, Medical Surveyor 

III. 
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483.470(g)(2) 

SPACE AND EQUIPMENT 

The facility must furnish, maintain in good 

repair, and teach clients to use and to make 

informed choices about the use of dentures, 

eyeglasses, hearing and other 

communications aids, braces, and other 

devices identified by the interdisciplinary 

team as needed by the client.

The prescription eyeglasses have 

been obtained for client #3.  A 

goal has been put into place to 

encourage the routine wearing of 

the eyeglasses for client #3 as 

well. See attachment.  The 

program nurse will routinely 

review medical orders to ensure 

that ordered adaptive equipment 

is secured.  The residential 

director will ensure that if 

necessary goals will be 

developed for the use and care of 

the adaptive equipment.

08/31/2012  12:00:00AMW0436Based on observation, record review and 

interview for 1 of 3 clients with adaptive 

equipment (#3), the facility failed to 

ensure client #3 had a pair of prescription 

eyeglasses.

Findings include:

Observations were conducted at the group 

home on 8/1/12 from 4:48 PM through 

6:22 PM and on 8/2/12 from 6:15 AM 

through 7:45 AM. Client #3 was observed 

in the group home throughout the 

observation periods. Client #3 did not 

wear eyeglasses during the observation 

periods.

Client #3's record was reviewed on 8/2/12 

at 9:04 AM. Client #3's Vision 

Examination form dated 5/2/11 indicated 

client #3 had a prescription for 

eyeglasses. Client #3's record indicated 

she had been discharged from the facility 

on 11/14/11 and readmitted on 5/25/12. 

Interview with AS (Administrative Staff) 

#1, MC #1 (Medical Coordinator) and 
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QMRP (Qualified Mental Retardation 

Professional) #1 on  8/3/12 at 3:15 PM 

indicated client #3 did not return to the 

group home on 5/25/12 with her 

prescription eyeglasses. MC #1 indicated 

the facility had not made arrangements 

with the optometrist to ensure client #3 

had prescription eyeglasses.

9-3-7(a)
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